Introduction
The event of becoming a mother is associated with emotional disturbance in about thirty percentage of women. 1, 2 Therefore, biological changes during pregnancy and childbirth along with sociocultural factors may precipitate the development of post-partum depression (PPD) 3 . Not only the hormonal changes during or after pregnancy are responsible for the PPD, but it is also found in the mothers with lower socio economic status, poor interpersonal relationships and mothers with less social support. 4 Also, Milgrom et al., 2008 reported that antenatal depression and low partner support aggravate PPD. 5 Postpartum depression is characterized by a non-psychotic depressive episode of mild, moderate or severity, beginning in or extending into the first postnatal year. 6 Previous studies reported that the etiological factors of PPD that new mothers commonly experience are interpersonal stress and baby gender issues. 7 Thus, many dissimilar cultural settings have been reported. A phenomenological study showed that Australian women with PPD suffered from painful emotions and guilt, and experienced a dual reality. 3 The majority of the studies on PPD have been conducted in Western countries, with only a few recent studies conducted in developing countries.
The lack of research on psychological morbidities in developing countries has led to a gap in assessing the global burden of the disease. 3 Therefore, the prevalence is estimated between 10% and 20%, with an average prevalence of 13%. 8 This is determined by the geographic location and the socioeconomic conditions. In Egypt, studies have reported a prevalence in Gharbia Governorate of 20% 9 . In the El-Minia study, 20% had major PPD and 29.5% had minor PPD, 10 and in Mansoura it was 17.9% 11 . However, in the Assiut study, the prevalence confirmed the major prevalence of 51.7%. 12 Healthcare professionals "physicians, nurses and midwives" play an important role in developing culturally and provide appropriate interventions which help mothers to anticipate the demands of childcare. For example, women should be reassured that failure to breastfeed does not mean failing as a mother. In addition, to assist women to identify interpersonal difficulties and to improve their capacity to handle relationship issues would also be useful. Husbands and family members could be invited to sessions, at which staff could discuss whether a more flexible approach to participation in traditional rituals is possible. 14 The Edinburgh postnatal depression scale was initially developed as a screening tool and focuses on the cognitive and functional effects of depression to facilitate detection of women with postnatal depression in the months immediately postpartum.
15
Although it is not a diagnostic tool, a score above 13 is predictive of PPD.
The aim of our study was to evaluate the co-factors affecting the occurrence of PPD amongst puerperal women in Sohag city, Egypt. One of the study investigators collected the sociodemographic data including: age, parity, religion, socioeconomic status, working status, marital status, educational level, delivery data as mode of delivery, occurrence of postpartum complications, episiotomy, newborn sex and health problems. Then the women were interviewed face to face to fill out the Arabic version of the Edinburgh Postnatal Depression Scale (EPDS) which includes 10 inventory questions that investigate their feelings within the previous seven days with four possible answers scored from 0 to 3. A cut off level of 13 is considered positive and has been used to determine women at risk of postpartum depression.
Methods

This
The Arabic version of the EPDS which was validated by Ghubash et al., 1997 15 the first authors to translate the EPDS into the Arabic language, stated that EPDS had a Cronbach's coefficient of 0.84.The EPDS is a reliable and validated screening tool for PPD developed and has been translated and validated into 57 languages, including Arabic. 16 The tool was originally designed to be self-administered, but studies have shown that screening through directed interviews is an equivalent screening technique. 17 The depression tendency of the participants was assessed by EPDS questionnaire and scores of 13+ require further assessment and appropriate management as the likelihood of depression is high. Referral to a psychiatrist/psychologist may be necessary. Scores 10-12 indicate the presence of symptoms of distress that may be discomforting. Scores ≤ 9 indicate the presence of symptoms of distress that may be short lived and are less likely to interfere with the day to day ability to function at home or at work
The data were collected and statistically analyzed using a personal computer equipped with statistical package for the social sciences (SPSS; SPSS Inc., Chicago, Illinois, USA) version 20. Descriptive data analysis for demographic variables was expressed as mean and standard deviation for continuous variables and percentages for categorical variables. Patient characteristics were analyzed against EPDS scores by Chi square test. Results were considered significant at P ˂ 0.05.
Results
A total of 723 women were approached to participate in the study. Of these, 27 women refused and 696 agreed to continue the study. Thirty-eight women were excluded due to the presence of one or more factors from the exclusion criteria. The included 658 women were classified into two groups according to the results of EDPS; Group (A); those with EPDS ≥13 (with depression, n=47), and Group (B); those with EPDS ˂ 12 (without depression, n=611).
The sociodemographic data of the study participants are summarized in Table 1 . There was a statistical significant difference between both groups regarding the marital status (p=0.001), educational status (p=0.03) and socioeconomic levels (p=0.02). On the other hand, both groups are quite similar regarding age, parity, working status and religion. Table 2 shows the obstetrical data of the study participants. There was a higher incidence of unplanned pregnancy in the PPD group (87.7%) than the normal group (15.7%) with a statistical significant difference (p=0.001). Also, there was a statistical significant difference between both groups as regard to the mode of delivery; women who delivered by CS had significantly higher EDPS scores (p=0.042). Table 3 shows that women who delivered female babies and those who had a medical illness in their babies suffered significantly from PPD (p<0.001). There was no difference between both groups in regard to the postpartum initiation of lactation. Table 4 shows no significant difference in the rate of PPD between those who had poor marital relationships, poor social support, previous history of PPD and bad general health or not. 
Discussion
Postpartum women across different cultures and socioeconomic backgrounds are highly susceptible for PPD from six to eight weeks. 18 In the current study, the overall prevalence of PPD was 7.32%. This coincides with the range of prevalence reported in Asian countries which indicated the prevalence of PPD fluctuated from 3.5% to 63.3%. 19 However, the other locations in Egypt reflected different prevalence as the Gharbia Governorate 9 and El-Minia 10 studies reflected a higher prevalence reaching 20%, and the same 20% for major PPD and 29.5% had minor PPD. In the Mansoura study 11 also was close to these prevalence 17.9%. However, in the Assiut study 12 the prevalence was the majority percentage,51.7%. These differences may be due the point in time applied, different cut off points of the same tool and other cultural issues. 20 Additionally, this could be explained by the different population size and method of sampling.
In accord with other studies, 21-23 our study did not find an association between age and PPD. However, the prevalence of PPD was high among women less than 25 years old which is similar to a study by Zagade and Deshpande in 2013 where they observed that PPD was more prevalent among the 21-25 age group. 24 In our study, parity was not found to be a co-factor for development of PPD, in contrast to a study done in India which confirmed that multiparity acts as an additional burden for the postpartum women as she has to supply, not only to the needs of the newborn but also look after her other children. 25 For mode of delivery, otherwise spontaneous vaginal and CS confirmed a statistical significant difference for both modes at pvalue=0.042. This finding was in contrast to a study by Adama et al., 2015 which confirmed that the same factor not considered as co-factor for PPD due to a non-significant relationship between type of childbirth and PPD. 26 Our study confirmed the idea that the level of education is a contributing factor for postpartum depression taking into consideration that the PPD prevalence is highest in highly educated women that might be related to their life style and involvement in different works and jobs. Our finding contradicts Mohammed et al., 2014 10 and Zagade & Deshpande, 2013 24 studies in which they observed that the prevalence of PPD among high school educated mothers was more than other educational levels.
An association between socioeconomic status and postpartum depression has been reported in our study, more women in the group A (PPD) had a low socioeconomic status with poor income. Financial problems may act as additional distressing factors. Mohammed et al., 2014 reported that socioeconomic status was significantly correlated with PPD (p=0.001) and can be considered as one of the most important factors. 10 Also, this finding was consistent with the Stewart et al., 2010 27 study which highlighted the importance of social factors, especially poverty, as a risk factor for PPD.
An association between the two groups of participants regarding their infant criteria confirmed a statistically significant difference related to the infant's gender otherwise boy or girl at p-value=0.001. Similarly, the finding reported by Saleh et al., 2013 11 confirmed that PPD patients have a significant difference (p=0.001). This similarity is due to the same Egyptian culture of social belief about superiority of males than females. Also matching with Asian studies which suggested that spousal disappointment with the sex of the baby, specifically if the baby was a girl, was significantly associated with evolving PPD. 28, 29 On the opposite side, Zagade and Deshpande, 2013 24 confirmed that no difference was seen between gender of the infant and PPD.
Conclusions
In conclusion, our study stated the prevalence of PPD in our setting was 7.32% which reflected the lowest prevalence amongst the corresponding rate of other regions in Egypt. This could be due to differences of regional culture, families' ties or other co-factors that need further verification.
